
DSS-Medical Services
hysterectomy form

DEPARTMENT OF SOCIAL SERVICES

MEDICAL SERVICES

ACKNOWLEDGEMENT OF INFORMATION

FOR HYSTERECTOMY

Prior to having a hysterectomy, I understand/understood and fully acknowledge

that the surgical procedure of hysterectomy renders me permanently sterile.

__________________ ________________________________________________________
Date Signature

The Medicaid recipient must sign and date the Acknowledgment of Information

form prior to Medicaid payment.


